2~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

January 3, 2019

Ms. Barbara Moynan, Manager
Allenwood At Pillsbury Manor

90 Allen Road

South Burlington, VT 05403-7856

Dear Ms. Moynan:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 7, 2018. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

P
O Ll PN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments:

An unannouncad en-site survey was completed
i by the Division of Licensing and Protection on
[ 1718, The purpose of the survey was to
| investigate facility mandated reports and 3
| complaints. The following regutatory violations
| were found.
!

m-t:?‘f V. RESIDENT CARE AND HOME SERVICES
S5xF!

§ 5.1 Admisslan

5.2.a Prioro or atthe time of admission, sach
resident, and the resident's Jdgal representative if
any, shall be pravided with a written admission
agresment which describas the daily, waekly, or
monthly rate to be charged, & description of the
services that are dovered in the rate, and all other
applicable-financlal isstas, including an
! explanation of the: home's policy regarding
discharge or transfer when a resident's financlal
status changas from privately paying te paying
with 851 or ACCS benefits. This admission
agreement shall specify at least how the following
sarvices will be provided, and what additional
chargas thera will be, if-any: all personal care
services; nursing services; medication
management; laundry, transportation; tolletries;
and any additional services provided under ACCS
or a Medicaid Waiver prograrm. If applicable, the
agreament must specify thie amount and purposa
; of any deposit. This agreement must also specify
the resident's transfer and discharge rights,

- ineluding provisions for refunds, and must includs
. @ description of the home's personal needs
allowance policy.

. {1) In.addition to general resident agreemant
reguirements, agreemenits for all ACCS

R100

R104

flease et attached (lans of
orection.
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: !
: participants shall include; the :

ACCS services, the speciflc room and board rate,
the amount of personal needs allowance and the
provider's agreement to accept room and board
and Medicaid as sole payment.

This REQUIREMENT Js not met as evidenced
by:

Based on multiple reports from residents of the ‘ ‘
the facility, the facility has failed it's fiduciary duty -
to comply with the terms of the admission
agreements to all current residents of the facility, '
by failing to bill morithly for rent and
miscellanecus charges for aach resident's
apartment and agreed upon care and services,
This regulatory viplation affects wll residents
angd/or their legally respansible financiat parties.
Findings inchide:

Per interviews 11/6/18-and 11/7/18 with tacility

residents and staff, the facility licensee has failed

to adhere to the terms of their Admission

| Agreements for gil current residents. The facility

+ has failed t6 send all rasidents a monthly bill of

- the amount owed for rent and miscallanaous

- charges avery month, as stated in the written

i tlerms of the signed admisslon agreerments, This

 failure to comply with thé agreement also violates
each rasident's right to review their financial

| records upon request. The facility licensee has

t not explained in writing to all residents the

; reasons for thelr fallure to comply with tha tarms

 of each admission agreement and this Issus is

. Galsing significant distress to residents and/or | _ !

: their lagally responsible parties. Per interviews |

: with rasidents who wished to be anonymous on | !

- 11/8/18 and 11/7/18, they were 'very upset' and

: eoncerned that they have not been billed for any |

_months since the March, 2018. No bills have {
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R104 : Continugd From page 2

 been received for April, 2018 fo the presant
: month, Novernber, 2018, There are no facility
; staff employed at the facility to facilitate
 responses to questions the residents may hava
 reqafding thislr financial records and monthly
| billing History.
i *This is a repeat violatian, as the facility was
: previously found to be out of coimpliance With this
requlrement on B/15/18 and 10/3/18.

R136} V. RESIDENT CARE AND HOME SERVICES
E 5.7. Agsessment
i 5.7.c Each residant shall also be reassessad
i annually and at any point in which there is a

{ change in the resident's physical or mental
| condition.

t

Ihls REQUIREMENT Is. ndt met as avidenced

i by:

- Based on staff Interview and record review, a

 facllity nurse failed to complete an assessment of

. tha resident's current physical and mental status

-after ong applicable resident was re-admitted to |

: the facllity after an inpatient rehabilitation stay. !
b

{Resideént #1), Findings Include:

- Per record raview on 11/6/18, Resident #1 had |
- recently returned to the facility on 10/24/18 efler
. @n acute rehabilitation stay for a left hip fracture. |
' Per review of the nursing progress notas from the |
firat.day back in the facility, there was no
-evidence of any physical and mental assessment

R104

R136

Division of Licansing and Protection

STATE FORM : nisn

0z0/G00M

J49811

1t confinuation shieet 3.of 13

X¥d  61+9T1 20X B10Z/81/21




Divisien of Licensing and Protectivh

PRINTED: 11/18/2018
FORM APPROVED

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERIGLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: e GCOMPLETED
1 A BUILDING:
O i
0372 B. WiNG 11/07/2018

NAME QF PROVIDER OR SUPPLIER

ALLENWOOD AT PILLSBURY MANOR

BTREET ADDRESS, CITY, STATE, ZIP COOE

80 ALLEN ROAD o
SOUTH BURLINGTON, VT 05403

oy o |
PREFIX :
TAG |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG

]
{
! GROBS-REFERENGED TO THE APPROPRIATE
r

PROVIDER'S PLAN OF CORRECTION ‘ (X%
{EACH CORRECTIVE ACTION SHQULD BE | COMP&E.TE"
‘ PAT]

DEFICIENCY)

R136 |

R161
SB=0

Continued From page 3

s completed, including no vital sighs (heart rate,

- blood pressure, respiratory rate and

| tamperature). During interview on 11/5/18, the
 LPN (licensed practical nurse) confirmed that a

resident returning from a stay at another health
care facility required a.re-admission assessment

! upon return.

The nursa conflrmed that nurses are expected to
complets the facility's standardized form for
re-assessment after a return to the facility; per
observation, the assessment Includes physical
functioning review, mental and cognitive status,
vital signs review-and skin assassment and
weight,

V. RESIDENT GARE AND HOME SERVICES

610 Medication Managemant

5.10.b The manager of tha home ia responsible
for ensuring that all medications are handled
acoording to the home's policles and that
designated staff ara fully trainad in the policies
and procedures.

- This REQUIREMENT Is not met as evidenced

by:

Based on interview and record review, the
- manager of the homae failed to assure that all

medications were handled in accordance with the

- facility’s policles and procaduras for 1 of 8

residents in the tota) sample, (Resident # 2),
Additionally,tha faellity policy/grocedtire for
Narcotic Record and Count Sheets wag not
followed on-one day during the previous month
due to a nursing staffing issue; This fallure could
potentlally affect any residents receiving narcatic

: medications. Findings. Include:

R136
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R161" Continued From page 4

- 1. Per interview with Resident#2 on 11/5/18 at
. 4:50 PM, the resident stated that they were upset
 ‘about their evening medications for the previous
L ight; the resident did not remember recelving
! their anti-geizure medication (Keppra) at 8 PM
| when it was due. Duting interview. with the
: LPN/Manager of the heme on thr afternoon of
| 11/6/18, the Manager was able to review the
, electronic madication administration record from
| the previous evening. The medication record for
| the evaning of 11/4/18 showed that'the
| enti-seizuta medication was due &t 8 PM, and it
- was documented &g given at 8:17 PM, almost 2.5
hours Jate, The nursing staff who had
{ administered the medication late failed to
| complets a Medication Error Report, per facility
| ‘pelicy. The policy for medication errors stated: A
medicafion arror accurs when a medication is
—.given at the wrong time. ...
* Notify the Physician and the pharmacist to be

 alerted for any potential problems, then manitar
| the resident for any side effects.

| * Notify the-family of the error

{ " Fill out a medication error report ahd leadve It in

| the Nurse Manager's mailbox. )

1 " The person making the errer must do the above
| stepg™”

' Staff's fallure to follow facility policy and report the
i medication srror was confirmed with the Manager
. at the time of the Medication Administration

. Record raview,

2. Per interview with a medication technigian on
- 11/6/18 related to review of the nursing staff
- schedule for the previsus month, the surveyor
- oonfirmed that on one date during the current |
- schedulg, the avening shift medication technician
_{MT) failed to arrive for their scheduled shift and
- the day shift staff had no trained staff available to

i
|
i
I

R181
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" do the required shift to shift narcotic count with.

Although & later narcotic.count was found to be
accurate, the MT was not able to comply with the

| tacility's policy/progedure prior to leaving the
! facllity at the end of the shift. During interview on

11/6/18, the DNS confirmed that the MT had
called and asked for direction oh how o proceed.
The DNS stated to lock the medication cart(s) in
the Medication Room and they could leave as
scheduled. A subsequent couit done later
confirmed the narcotic ¢count was atcurate, The
failure to. adhere to the facility's Narcotic Record
and Count Shest policy was related to Inadequate
staffing.

Refer also to R 178.

V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Services

5.11.a There shall be sufficient number of
gualified personnal available at &l times to
provide riecessary care, to maintain a safe and
healthy environment, and (o assure prompt,

| appropriate action in cases of injury, illnéss, fire

or other emergenciss.
This REQUIREMENT Is not met as avidenced

: by,

: Based on staff interview and retord review, the.

: facility failed to assure that there were sufficient

. staff on duty at all times to provide the necsssary
! care to maintain a safe and healthy environmant
. and to assure prompt appropriate action in casss
+ of injury, iliness, fire or any othar emergency
 sltuations that may occur. Thig failure had the

; Potential to cause harm to any resident needing

urgent care and attention. Tha staff shortages

1 also prevented nursing staff from following the

R161

R178
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facllity's policy/procedure related to counting of
. narcotic medications an one applicable date,
| Findings include: :
: As a result of multiple complaints from residents,
| families and other anohymous sources, fagillty
staffmg #chedules were reviewed far lhe period
' from 10/4/18 - 11/4/18. The following dates were
\ times when there may not be sufficient staff on
i hand In the facility to meet the residents’ needs.
i Per review of the schedules, there were multiple
times/dates when there was the possibility for
t only 1 - 2 staff to be on hand to manage any
‘[ emergency situations that may have oceurred,
The dates/shifts are as follows:
i For the 3 PM-11 PM shift - 10/4/18, 10/5/18,
* 10/12/18- 10/14/18, and 10/17/18.
“For the 11 PM - 7 AM shit- 10/418. 10/7/18 -
- 10/9/18, 10/12/18 and 10/13/18
i For the above dates, the charge nurses were
| #ssigned to ba in charge in bath Allenwoed RC
and Pillsbury South RCH for the same periods of
‘ time, If they were callad to Pillsbury South facility,
than that would leave only 1- 2 staff-on duty for
; the time there were out of the facility; an
: inadequate number of staff to meet the residents
: heeds under any emergency/accldent with injury
1 conditions. The inadequate staffing levels were
confiimed during interview with the DNS on
11/7/18 The DNS stated that the corporate
: owner denied multiple requests to-fill staffing
| gaps with contracted a ency staff.
* This is a repeat violation from surveys
“completed on 8/15/18 end 10/3/18.

5%1 89 V. RESIDENT CARE AND HOME SERVICES

1 5.12.p, (3)

R178

)

R189
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R188 " Continusd From page 7 R189

- For residents requiring nursing care, including
nursing overview or medication mahagerment, the

' récord shalt also contaln: initial agsessment;

- annual reassessment; significant change: i
| assessment; physician's admission statemant [
and current arders; staff progress notes including f
changes In the resident's condition and action !

| taken; and reports of physician visits, signed

telephone orders and traatment documentation; l

Il
|
|

1 and resident plan of care,

l This REQUIREMENT is not met as evidenced
by:

Based on staff Interview and record review, the
: facility falled to assure that medical récords
documentation was complete for 3 applicable
 residents in the sample who received Hospice
Services at the homa. (Resident # 3,4, and §).
Findings inciude:

Per raview of a sample of resldents’ records (1 !
cuirent and 2 discharged) whid had received i
Hospice Services at the home, hone of the 3 ’ |
1 medical records included the Hogplce Order sets :
' of medications and treatments, Admission to |
| Hogpice Services and ths Hospice care plans. ;
' This omission in documentation was confirmed :
. during interview with the DNS (Diractor aof Nursing
- Services) on 11/6/18.

R223 VI, RESIDENTS' RIGHTS |
SG=F - 5
H

6.1 The resident has the right to review the
resident's medical or financlal records upan
: reguest,
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- This REQUIREMENT is not met as evidenced

i by:

i Bilse:d-o,n interview and record review, the facility
i has failed to assure that each resident has the

{ right to review thelr finaricial records upon

| request and that current residants had staff

| available for assisting with this fight, This practice
1‘ has the potential fo affeci all residents of the

i facility. Findings Include:

. Per information received from residents of the

* facliity, the facllity licenses has failed to assure

: 8ccess to the financial records of each resident.

i Ag of the complaint survey completed on 11/7/18,
| the facllity had continued to fail to fulfil the terms

i of the resident admission agreements by failing to
i bill for thelr monthly rent and services. During

\ intarviews with residents who wished to be

- anonymous on 11/6/18 and 11/7/18, they weare

| very distrassed at the Jack of bills recéived. The

| rasidents said the fast monthly bill recelved was

i for the month of March, 2018. The facility

. currently has. ong business office employee

i available for the facility and they did not have any.
: information regarding resident hilling

: practices/processes. S/he had stated that the -

: employea who used to overseas that area had

| resigned racently-and there was no replacement
 staff available to facilitate a review of their

: financial records if any resident of the facility

' wished 1o review these records.

" * This Is a repeat violation from the survey of
10/3/18,

R224 VI. RESIDENTS' RIGHTS
886=G

R2z23

R224
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.8.12  Residents shall be free from mental, « 5
i verbal or physical abuse, neglect, and \ -
exploitation. Residents shall also be fres from \»)ﬁ\
restraints as described in Section 6.14. Cj \f)‘

»

I This REQUIREMENT ig nnt mat ag evidanced N
: by ‘
: Based on interview and record review, & facility %{)’Q

=,
S
=
=

resident caregiver failed to provide necessary
care to mest the resident's physical and mental

| health nesds on one oceasion for 1 applicable: /NO
| resident In the sample, (Resident #1). Findings .

include: -

Based on a facility report of alleged resident

neglect by a caregliver, recalved by the Licehsing

Agency on 11/5/18, Resident #1, wha requires

physical assistance of 1-2 staff for mobility and

hygiene care nesds, was lefl unattended.and fully

clothed from 8:30 PM on 14/3/18 until fournd by

staff on the morning of 11/4/18. Par intarview on

the moming of 11/6/18, the RN (Reglstered.

Nurse) stated sthe went to the resident's room-at |

approximately 7.30 AM on 11/4/18 and fourid the

| resident sitting on the couch with h/her pants-angd

| briaf down around the knees. Last night's dinner

tray wag sesn covered; untouched: én the kitéhén

table, out of the resident's reach;

- The resident had recently returped to the facfiily

- after a hosplialization and rehabllitation stay for &

- hip fracture-and was utilizing & walker with stand
by assist for ambuiation and required weight

- bearing assistance of 1-2 staff for all transfers.

' During interview with the RN, the resident had

stated that '"No one game to help me.....| called

- ‘help.. help' and no ons came all night.' The RN

confirmed that the resident had a reddened,

blanchabla area on the cocoyX.
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R224! Continyed From page 10

| During Interview with the surveyor, the evening

| 'shift care glver confirmed that on 11/3/18 at
! approximately 6:00 PM, s/he had found the

1 rasident sitting on thair couch, with their panis
' down by the ankles and that s/he attemptad to

| asslst the resident to stard. $/Hhe was not able to
» do this-alone and they went 1o get the nurge to
i help assist. S/he stated that they returned with

i the nurse and together they steod tha resident up

! to fix h/her clothing and the resldent was ‘shaky',

| | The caregiver stated that the resident saemed

: confused and did not understand directions and

| a/he would bring the resident a supper tray for

i dinner. The caregiver said that they left the dinner
tray o the table behind the couch, covered a
short time latar. The resident did not want the

| caregiver to assist them to the table at that time

i 80 she straightened out the bedcovers (noticing

| that there was no bottom sheet, but did not
i replace it)-and left the roem. The sutveyor asked
i what time s/he last saw the resident that evening
i and s/he said It was about 6:30 PM. S/he was

‘ i asked if s/he want back to check on the rasident
"'and to assist them to sat and get ready for bed
| {undressed and washed). The caregiver
: responded : "no". S/he stated that they told the

| ' resident to ring the pendent if thay needed
assistance. The caregiver knew that the resident

- was nat able'to understand h/her earller, and that

' they could not stand up or move indepandently
without physical assistance of 2 staff and they
falled 1o check on the resident for the remainder
of the shift. They did not go back to provide the
care necessary for the night; the care not
provided included agsisting with the nieal and
removing day clothes and getting washed ang

. into night ¢lothes and assisting tha resident. She.
did say that she didn't know the resident well;

- howaver s/he confirmed that s/e did not ask for

R224
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R224 Continued From page 11 R224

\ any help related to the resldent's evening care
| needs. The caregiver had no explanation far the
! lack of care provision.
; » During interview with the surveyor on 11/8/18 at
- 2:10 PM, resident told the same story of what.
, had happened on the evening/night of 11/3/18 -
- 11/4/18 stating 'l pushed my pendant, called out
: for halp (repeatedly) and no one came to help ma
an night.'
é Although the resident did not suffer known
! serious physical harm from the lack of care
- provigion, they did experience psychological harm \
and distrass from being left on the couch al night ' vy
and there was a poteritial for sarious harm to this

resident due to the healing fractured hip. /U‘x \!\6 M . \yl ,
\ :

F!238[ VI NUTRITION AND FOOD SERVICES R238 M
88=F M
L o

i 7.1.4. (?) The home shall maintain sufficient food Q
: supplies at hand on the premises to meet the

requrremenia of the planned weekly menus, ' %J/ (\Q\}Q

ghis REQUIREMENT is not met as evidenced ‘ . {
Y.

! Basad on opservation and staff interviews, the
‘ ! facility falled to maintain sufficlent food supplies f
2t hand on the premises to mest the i
| requirgments of the planned weekly menus, The
 lack of some menuy ttems had the potential to
aﬁect all residents of the facility. Findings Include:

F‘er observations in tha facility's kitchen at 1230
PM on 11/8/18, and confirmed by interview with
‘the Dielary supervisor, the facllity had not
receivecl any food deliveries from thelr major food
' service provider since 10/30/18 and theywéra.on
a 'stop order' status due to a lack of timely

| payment, They had food supplies to last
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" approximately § more days, although they had

- run out of some focds. Sihe stated that they have
i a resident who loves to eat yogurt daily and they
! have not had any for several days. The

: estimated foods on hand, including emergency

| supplies, would be exhausted within & - 6 days.

. §/he stated that many vendors were no langer

- delivering foods due to a lack of timely payment;
- other local companies that repair/service

! machinary have also refused to do any more

| work until thay are paid.

! On 11/6/18 at 9:4¢ AM, during interview and
: observations of the food supplies at the facility, ) |
: the Dietary Supervisor confirmed that petty cash ’;
' was used to purchase chicken and ground beef \
! at a local store o cover the previous weekend's *
menus. S/he also stated that they are now cutting
the number of available entress for the noon
meal from 3 down to 2 entrees in order to

i conserve food supplies. They usually serve a

i minimum of 120 meais per day. ‘ :
| 8/he confirmed the distary staff have been ;
! extremaely stressed due to-current Inability to :
g order needed foods oh a régular basis,

! *This is & repeat violation from the survay of
i 10/3/18.

j
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Pillsbury Allenwood Revised Plan of Correction for 12-19-18

R104 1. A process has been put in place under the direction of the Receiver; whereby resident
monthly statements for December 2018 will be issued by December 31, 2018,
2. Resident monthly billing statements for months prior to December 2018 will be
Issued by January 31, 2019.

. Going forward, the Executive Director and the financial team will resume mailings of
'M” resident monthly statements.

e %f\m“ 4. The Executive Director will monitor for compliance weekly x 4 then monthly

W\ \t ' thereafter and ongoing.

] 5. Compliance will be completed by January 31, 2019.

2. Al residents will be assessed to ansure care is in accordance with current assessed

WO)‘SZW\‘ care by 12/21/18.

‘D R136 . 1. Resident #1 has been reassessed and his service record and care plan was updated.
)

%U & ’\\ ! 3. Nursing staff will be educated on the assessment process including when and how to
‘\I% /‘ assess residents,
\9\3{' 4. The Manager will monltor for compliance on all assessments x 90 days and ongoing.

Completion date by 12/21/2018.

{D R161 1. The Manager will educate staff on Medication Administration
\ g‘N procedures including Narcotic Count and Medication Error policy.

\5F ' ﬁ‘g 1 2. The Manager will audit a sample of 10 residents’ EMAR ‘s weekly x 4 weeks, then

,‘f\’\‘ quarterly to ensure compliance with Medication Administration procedures are

@0\\({ followed.

\0\ . 3. The Manager will audit the Narcotic Count documentation dally x 4 weeks, then
quarterly to ensure compliance with Narcotic Count procedures are followed.
4, Completion date by 12/21/2018 and ongoing.

ﬂl R178 1. The staff schedule is reviewed and updated several times daily to achieve

W W appropriate staffing levels. .
@) Ul bﬁ?\ 2. Multiple supplemental staffing agencies have been contracted to assist with staffing

needs under the direction of the Receiver.
3. The Manager will monitor to ensure adequate staffing levels dally.
4. Completion date by 12/21/2018.

ﬁ189 1. Resident # 3, 4, 5 no longer reside in the facility.

WWW) 2. The Manager will educate nursing staff on the required elements for medical
i records.

\‘\ 3. The Manager or designee will audit 3 sample of 10 residents’ medical records to
1 ensure the required documentation Is in the medic al records weekly x 4 weeks, then
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quarterly and ongoing, to ensure medical records are complete,
4. The Manager will monitor for compliance ongoing.
5. Completion date by 12/21/2018.

Dec 2018 will be available upon resident request to review.

j;iJRzza 1 A process has been put in place whereby resident monthly billing statements for

HM\ . Resident monthly billing statements for months prior to Decembear 2018 will be
available for review after January 31, 2019 upon resident request.
3 Going forward. the Executive Director and the financial team will be available for
residents to review their financial records upon request.
4. The Executive Director will monitor for compliance weekly x 4, then monthly
thereafter and ongoing.
5. Completlon date by 1/31/2019

R224 1. The staff member involved with the care of Resident #1 has been
) terminated.

KJ\\“’ 2. Resident #1 has been placed on every one hour checks, effective 11/6/18.

3. All staff will be re-educated on abuse protocol and provislons of resident care
needs by 12/21/2018.

4. The Charge Nurse is delegated to perform resident rounding 3x/each shift.

5. The Manager will perform random daily rounds x 4 weeks then quarterly and
ONgoINg.

6. Completion date by 12/21/2018.

1238 - 1. Residents were not harmed by the potential of a food shortage.
2. A meeting with the FSD and Executive Director occurs 2 x/weekly to review food
W supply.

3. The FSD will monitor vendor payments for timeliness.

4, The Executive Director will report to the Receiver for payments
due to vendors.

5. The Executive Director will monitor for compliance weekly.

6. Compliance will be completed by November 28, 2018 and timely payments will be
ongolng.
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